the cervix; it was believed to be sarcomatous and radical removal was considered impossible; local removal was performed and a dose of 10,000 mgm. hours of radium element applied. This was subsequently followed by three injections of 10 c.c., 12 c.c. and 14 c.c. of Liverpool lead. One other interesting feature of the case was that during the last six years the patient had had three attacks of painless apyrexial jaundice. She was jaundiced when last admitted; the liver and spleen were just palpable, but no investigation threw any light on the cause of the jaundice. She wrote to say she was now very well and putting on weight and that the jaundice was disappearing.
Recurrence of Leio-myo-sarcoma of the Uterus in the Cervical Stump.
By W. G. BARNARD, L.R.C.P., M.R.C.S.
THE patient was a single woman, aged 60, admitted to University College Hospital in June, 1927, on account of intestinal obstruction. She complained that for fourteen days she had suffered from pain-griping in character and felt more or less all over the abdomen-and from vomiting which was slight at first but on the day of admission had become more copious. Four years earlier, at another hospital, hysterectomy had been performed for fibroids. Further particulars of this operation are not available.
She was operated upon on the day following admission, and at this operation loops of intestine were found to be adherent to a pelvic mass which included both ovaries. It was impossible to separate the intestine or to remove the whole tumour. A loop of gut was resected and as much tumour as possible removed with it. The right ovary appeared to be infiltrated, the left was small and fibrotic.
The patient died some seven hours after operation. At the post-mortem examination a haemoperitoneum of a little over a pint was found. Small, ragged, nodular masses of growth occupied the position of the uterus and were continuous with the muscle of the cervical stump.
The specimens shown consist of large microscopic sections cut to show the attachment of the tumours to the remains of the-cervix.
The histological structure of the growth was that of a leio-myo-sarcoma. Two possibilities existed: one, that at the original operation a malignant fibroid, or part of such a fibroid, had been left behind; the other that this was a sarcoma occurring in the cervical stump. Of these possibilities the first appeared to be the more likely.
Endometrial Tumour of the Umbilicus. By FREDERICK ROQUES, M.Ch. THE specimen was removed from a patient aged 49 years. When a girl of 15 she was operated on for a right inguinal hernia. She is the mother of eight children, the youngest of whom is aged 9, and she has had four miscarriages, the last eight years ago. All the confinements were normal. She came to hospital. last October complaining of "bleeding from the navel " at the times of her four previous periods. Concomitantly with the occurrence of the first of these four umbilical losses, she noticed the tumour which we subsequently removed. During the four months before admission it had increased gradually in size.
Examination of the abdomen revealed a papillomatous nodule growing from the floor of the umbilical fossa, "nicely" filling the excavation and protruding from it.
It was longest in an oblique diameter, measuring 17 by 15 mm. The tumour was more dusky and vascular than the surrounding skin, and consisted of two lobes attached by a common, rather broad pedicle to the umbilicus; each main lobe was composed of two smaller lobules giving an irregularity to the surface of the growth. At the times of the menstrual flow this tumour increased in size and became darker in colour, painful and tender. The pain took the form of "pricking and shooting sensations round the edge "-to use her own words; it began three or four days before each period was due and continued until it was over. At these times blood made egress from several small sinuses scattered over the surface of the growth. At operation the umbilicus was excised with a margin of healthy skin, the excision being carried as far as the anterior wall of the rectus sheath. There was no apparent connexion between the peritoneal cavity and the tumour; that cavity was opened and the pelvis and abdomen explored without the detection of any abnormality. Viewed from in front the specimen shows the characteristics already described; when attention is directed to the posterior aspect a track will be seen, leading upwards and to the right, from the left side of the lower pole and ending blindly about a quarter of an inch more externally in the neighbourhood of attachment of the pedicle of the tumour. It is further to be noticed that this sinus corresponds roughly in direction with that of the growth of the tumour itself. Its lining is white and glistening, and there is a suggestion of invagination of the muscular fibres around its opening, which was not, I repeat, visibly connected with the peritoneum, a fascial layer apparently intervening. The growth is non-encapsuled, its margins blending insensibly with the surrounding subcutaneous fat.
Excised umbilicus with tumour anid surroundiing margin of healthy skin.
Microscopical examination has confirmed the pre-operative diagnosis of endometrioma, the sections revealing every characteristic of such a tumour. The stroma consists of bundles of fibrous ti'ssue, throughout which epithelium, cubi'cal or columnar, is irregularly dispersed, forming now definite tubules, now more rudimentary and lying in the form of little islands in the stroma. Small cysts are evident and blood in fair quantity, both within and without the cysts. Plain muscle is not wanting, and is particularly well shown in the section stained by van Gieson's method. I think it will be agreed that this is a particularly fine example of an endometrial tumour of the umbilicus.
Does this case help in any way towards the elucidation of the fascinating, if baffling, problem of the origin of 'these umbilical endometriomat"a? It certainly does; but no more and no less than other similar cases which have in the past been reported; of these there are not, to my knowledge, more than twenty. Moreover, this specimen could be used in defence of any of the more reasonable theories which have been advanced in explanation of their origin. I say "more reasonable," thereby excluding the older and now obsolete view which credited the vitelline duct with responsibility for them. It is well known that portions of the vitelline duct do occasionally persist at the umbilicus as cysts and polypi; but since the duct is of endodermal origin, such cysts are always lined with alimentary epithelium, containing many goblet cells; their stroma is not of the mesodermal uterine t3pe, neither does their epithelium possess the physiological function of endometrium-that of menstruation. I take it that we are agreed upon the legitimate exclusion of the "vitelline duct " hypothesis.
Further, I think it justifiable to ignore the old herniotomy operation in weighing the possibilities. That operation was performed thirty-four years previously, and at a considerable distance from the site of growth; the association is too remote to be of any significance, more remote even than int he cases of Mintz [9], Herzenberg [10], and Ehrlich [18] , in which a laparotomy scar was present, but, in the opinion of these authors was unconnected with the umbilical tumours they described. I wish, in particular, to call attention to the sinus at the back of the specimen, This, I think, may be justly described as a peri-umbilical peritoneal fossette, as referred to by Cullen [1] ; the fact that no connexion between it and the peritoneum could be demonstrated at operation I do not regard as a matter of great moment, for it is not difficult to see how such a recess could become separated from its original connexions by the development of a layer of fibrous tissue, which in its growth strangled the neck of the sac. Admitting that the recess is a diverticular remnant of the general peritoneal cavity, its signiticance remains debatable. First, it could be argued that as such it has no importance in connexion with the endometrial tumour, which, whatever its origin, has arisen independently of any chance peritoneal outgrowth, such being of common occurrence in the neighbourhood of the umbilicus. Secondly, it could be used in defence of Sampson's theory [2]. Would not a diverticulum of this nature form a favourable nidus in which endometrium would settle during the process of retrograde menstruation ? But, since no complete track was found at operation leading from the peritoneum to the recess, this would necessitate the assumption that endometrium must have settled here before closure of the original communicating channel, the date of which must always remain unknown. It is possible that it became closed after the tumour began its growth, in which case no further assumptions are necessary; on the other hand, it is equally possible that closure took place before active growth, in which case it would have to be presumed that the endometrium lay dormant for some time, nobody knowa how long, until stimulated to grow by whatever factors cause such growth. To my mind such an argument is beside the point, for I cannot see why the products of retrograde menstruation should settle here any more than elsewhere in the peritoneal cavity, or such products having settled, why growth should be entirely extra-abdominal; when applied to endometrial tumours of the ovaries, I admit there is something in Sampson's hypothesis; on the other hand, I do not think it justifiable to invoke this theory in connexion with those tumours when they grow at the umbilicus and in an outward direction. Thirdly, that little diverticulum lends colour to the peritoneal theory, enunciated by Lauche [3], and ably upheld,by-Nicholson [4]. A similar diverticulum was present in Tobler's case [5], continuity with the general peritoneal cavity being demonstrated; in that of Waegeler [6] the recess was united with the peritoneum by a band. The fact that in my case there is no such union is, as I say, of but little significance. The important point is that taht recess is a derivative of the general peritoneal cavity, or, in tne terms of Section of Obstetrics and Gynecology 27 embryology, of the ccelom. Other cases, worthy of note, are those of Giannettasio [7], Barker [8] and Mintz [9] , in which the peritoneum was directly involved, and that of Herzenberg [10] , in which the tumour was adherent to the underlying omentum. Cases associated with umbilical hernia have been reported four times-by Mintz [11], Mahle and McCarty [12] and Lauche. It is therefore no uncommon thing to find anatomical continuity between endometrial tumours at the umbilicus and in the coelomic cavity, a fact which has been invoked by enthusiastic " Sampsonites" in support of their beliefs. But there is another group of umbilical endometrilomata, in which the peritoneum has been described as normal.
This group comprises cases by Green [L131, Goddard [14] , Zitronblatt [15], Keitler [16] and Schiffmann and Seyfert [17], a total of five, to which a sixth may, I think, be added, namely, my own case, in which there was no demonstrable union with the general peritoneal cavity. Sampson's theory does not satisfactorily explain the origin of tumours in the second group, whereas the alternative explanation, which credits the peritoneum with their production, brings all cases into line. Its acceptance makes it unnecessary to worry over the lack of continuity between the finger-like diverticulum and the general peritoneal cavity, whilst the presence of that diverticulum gives strong support to the view of Lauche [191, who has shown that peritoneum is to be found wherever these tumours are present. The peritoneal theory demands certain assumptions; briefly, it necessitates the belief that under suitable conditions of environment ocelomic cells known embryologically to give rise to the Mijllerian ducts, are capable of undergoing transformation into endometrium. This assumption seems easier to understand than the more numerous ingenuities which have to be conjured in support of any other theory, particularly that which blames the Wolffian body, and to a lesser extent that which presumes the presence of remains of one of the Miillerian ducts at the umbilicus. It must not be forgotten that both Wolffian body and Mullerian ducts are developmentally ccelom.
To sum up:-(1) The specimen is one showing a well-developed and luxuriant endometrial tumour of the umbilicus.
(2) The tumour is associated with a peri-umbilical peritoneal fossette.
(3) The' fossette was not anatomically connected with the general peritoneal cavity.
(4) Endometrial tumours of the umbilicus may conveniently be divided into two groups: (a) those anatomically connected with the general peritoneal cavity; (b) those exhibiting no such connexion. The specimen described falls into the second group.
(5) Though the specimen could be used to support almost any of the explanations of the origin of endometriomata which have from time to time been advanced, it lends more colour to that usually known as the "peritoneal theory" than to the others. I should like, in conclusion, to express my indebtedness to Mr. Frank Cook for his kindness in allowing me-to show this case.
